Various reasons can lead to abortion in the second trimester of pregnancy. Abortion in the second trimester of pregnancy causes significantly more complications like hemorrhage and placental retention as compared to the abortions occurring in gestational ages less than 8 weeks. In order to control and improve the third stage of labor, several medications derived from oxytocin, ergots, and prostaglandin groups can be used orally, vaginally, and rectally (1-5). Rectal, vaginal and oral misoprostol can be used for controlling hemorrhage in the third stage of delivery. Rectal administration of misoprostol has the advantage of having high level of absorption in the body and fewer complications in comparison to its oral form. Cases of retained placenta in different studies have been reported between 8%-80% (6,7). The aim of this study was to compare the efficacy of intravenous oxytocin versus rectal misoprostol in the management of the third stage of labor during pregnancy termination.
Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1). War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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Statistical Analysis
Collected data were entered into SPSS version 20 and analyzed using descriptive and analytical statistical methods such as chi-square test and t test for comparing the variables between the two groups. In all tests, the significance level was set at less than 0.05.
Results
In this study, the groups were not significantly different from each other in terms of demographic and medical information such as age, gestational age, hemoglobin levels at admission and other details related to the number of pregnancy ( Table 1). As Table 2 displays, the frequency of retained placenta in the misoprostol group with 4 patients (8%) was less than the oxytocin group with 8 cases (16%), but not statistically significant. Most cases of retained placenta in the oxytocin group and the misoprostol group relates to gestational age less than 16 weeks with 4 patients (50%) and 3 cases (75%), respectively. Average time for placental expulsion was 19.8 ± 12 minutes in the oxytocin group and 21.4 ± 9.2 minutes in the misoprostol group and there was no statistically significant difference between the two groups. Comparing the remnants of pregnancy after the expulsion of the placenta via sonography revealed a significant difference between the two groups, i.e., 15 cases (30%) in the misoprostol group and 30 cases (60%) in the oxytocin group. Also, in cases with positive reports of ultrasound (15 cases [30%] in the misoprostol group and 29 cases [58%] in the oxytocin group), the presence of placenta confirmed by pathology was significantly different between two groups (P = 0.032). Serum hemoglobin level represented a significant reduction in both groups after abortion. The amount of reduction in the oxytocin group with 0.8 units was significantly higher than the misoprostol group with 0.54 units (P = 0.001). The number of cases who underwent emergent curettage was 4 (8%), that occurred in the oxytocin group due to excessive bleeding and changes in the mother's vital signs, but no emergent curettage was seen in the misoprostol group. No drug side effects were seen in both groups with administered doses. The amount of bleeding based on the number of used pads did not differ significantly in the two groups.
Discussion
Retained placenta is one of the most significant complications in the result of abortions, which requires surgical intervention for removal. Some studies have reported the frequency of retained placenta after terminating pregnancy with prostaglandins about 80% (8) . Despite surgical intervention seems safer in termination of pregnancy, in cases in which abortion is induced because of fetal anomalies, it is accompanied by surgery risks and requires the surgeon's dexterity (9) . Different studies, considering the experts' suggestions, have used various protocols like intramuscular syntometrin (10), intravenous oxytocin (11), intramuscular PGF2α (12) and in some cases expected intervention and routine curettage have been recommended (10, 13) . To reduce the postpartum bleeding after delivery and to have less intervention in the third stage of labor, it is better to have active interventions in placental expulsion. In this study, the selected intervention was of the type that can be used in most of clinical cases. Regarding the results of the present study, the duration of the placental expulsion in the rectal misoprostol group and intravenous oxytocin group was similar. The frequency of cases with retained placenta in the misoprostol group with 4 (8%) was lower than the oxytocin group with 8 (16%), but this difference was not statistically significant. It is worth mentioning that the cost of misoprostol is less than oxytocin. Although the level of hemoglobin was decreased in both groups, greater decrease was seen in the oxytocin group. Misoprostol has several comparative advantages. There are some studies that have shown the effectiveness of misoprostol compared with oxytocin in inducing abortion and have reported lower percentage of retained placenta (2% vs. 15%) (14) . The same pattern was observed in the present study (8% vs. 16%), and the slight difference between the results can be attributed to the larger sample size and to selecting population according to different criteria in other studies. In general, conducted studies have reported lower level of retained placenta in patients that had used misoprostol for abortion (10) . The present study revealed the superiority of rectal misoprostol regimen over intravenous oxytocin. Previously, other studies had shown similar results for oral misoprostol (15) . Contrary to our findings, some studies have reported that the percentage of retained placenta and the amount of bleeding in the intervention group of oxytocin were significantly lower in the intramuscular oxytocin group (10). However, due to the easy use of misoprostol and its lower price and stability at room temperature, it seems reasonable to be employed in the interventions of the third stage of labor. The controversy among study' results is likely to be because of various methods used for inducing abortions, different doses and methods and finally diverse inclusion and exclusion criteria in different hospitals. While in the studies of Parsons et al and Mansouri et al, no difference was found between the effectiveness of rectal misoprostol and intravenous oxytocin, they suggested administering it, particularly in the less developed countries, because of the above mentioned reasons. Additionally, in a clinical trial that compared the effectiveness of rectal misoprostol with oxytocin accompanied by methyl ergometrin, the latter showed better results (16, 17) . Some studies have shown that acceptable time for placental expulsion in the third stage of labor can last up to six hours (8, 9) . In this study, in both groups, on average, placental expulsion occurred in less than one hour. This shows the positive effect of intervention in the third stage of labor which can significantly decrease its complications through considerable reduction in the duration of placental removal. It seems that in case of complications, interventional approach should be preferred to expected approach. Although in respect of the pharmacokinetics, misoprostol can be absorbed via different ways (rectally or vaginally), but their similar final effect is confirmed (18) . In the present study, 400 µg rectal misoprostol regime was used, which was found clinically effective. A clinical trial in 2003, showed the efficacy of rectal misoprostol and its lower bleeding and complications as compared to other regimes (19) . It was also reported that 800 µg of rectal misoprostol can reduce bleeding during cesarean in comparison with intravenous oxytocin which was similar to the findings of this study.
Conclusion
Results showed that the use of rectal misoprostol in the third stage of abortion in the second trimester of pregnancy can be effective as compared to intravenous oxytocin, in reducing the amount of bleeding and retained products of conception and placenta and the number of cases requiring emergent curettage.
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